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SUMMARY 
An epidemiological study was conducted in Madura! to assess the prevalence of psychiatric prob-
lems in school children using Rutter B Scale. After screening 755 children by Rutter B Scale, 207 
children were subjected to clinical evaluation and parental interview. Psychiatric morbidity was 
found to be 33.7%. The prevalence rate for (Afferent disorders were as follows: Conduct disorder 11.1%; 
Enuresis 14.3%; Hyperkinetic Syndrome 1.7%; Mental retardation 2.9%. Low intelligence, lowersocio 
econemic status and lack of parental involvement in children's studies were significantly related to psychia-
tric morbidity. The Rutter B Scale is an useful screening instrument in epidemiological surveys. 
Child psychiatric epidemiology is on 
the threshold of an important future in its 
capacity to investigate the psychological 
health of large aggregates of children. As 
the infant and childhood mortality is dec-
lining, higher rates of psychological and 
intellectual morbidity are undoubtedly 
developing (Felton Earls, 1982). Epide-
miology of psychiatric disorders of children 
in India is not well investigated and epi-
demiological enquiries in this area are 
scanty. 
Verghese et al. (1973) in their Vellore 
study reported a prevalence rate of 66.8 
per thousand. Lai and Sethi (1977) repor-
ted emotional disturbance in 35.4 per cent 
of total children surveyed. In a study at 
Raipur Rani by Wig et al. (1981^ 23 per 
cent of children were found to have a cli-
nical psychiatric syndrome- Jiloha and 
Srinivasamurthy (1981) after studying 715 
school children found a prevalence rate of 
20.2 per cent. Most of the studies have 
not used any specific screening procedure 
or interview schedules and they have not-
employed any definite classificatory 
scheme. Under these circumstances it is 
difficult to offer any comment on the pre-
valence of psychiatric disorder in children 
based on these studies. 
The aim of the present study is to 
conduct a survey in primary schools (1) to 
determine the prevalence of psychiatric 
disorders in children of the primary school 
leaving age group (2) to evaluate some 
socio demographic variables in these chil-
dren. Psychiatric disorders for the pur-
pose of this study are defined as "condi-
tions in which there is an abnormality 
of behaviour, emotions or relationship 
which is sufficiently marked and/or suffi-
ciently prolonged to cause the child to be 
impaired in his social functioning and/or 
lead to distress or disturbances in the 
community or family" (Rutter, 1970). 
Materials and Method 
The children and teachers who took 
part in this study belong to urban day 
schools in Madurai city, Tamttnadu. Six 
schools were selected by random sampling 
after grouping all the schools into different 
socio economic group. From these schools 
all the 755 children studying in 4th and 
5th standards in the age group of 8 to 12 
years were included in the study. 
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The study was conducted in two sta-
ges. In the first stage a screening instru-
ment Rutter B Scale was used to screen 
all the children. It is a children's beha-
viour questionnaire to be completed by 
teachers.» The scale has been used as a 
screening instrument in different popu-
lations in different cultures and found to 
provide a high yield (Rutter et al., 1970; 
Rutter et al., 1975; Minde, 1975; Kolvin 
et al., 1977). 
AH the 755 children included in the 
study were rated by the respective class 
teachers using the screening instrument— 
Rutter B Scale (Rutter, 1967). The com-
pleted questionnaire were scored and a 
cut off score of nine had been taken to 
delineate the group of problem children. 
All the children scoring 9 and above were 
picked up. Equal number of children 
scoring less than 9 were picked up from 
the remaining children randomly by using 
Fisher's random sampling number. 
The second stage of the study invol-
ved parental interview and clinical eva-
luation. Among 122 children above the 
cut off score, parents of 95 children could 
be interviewed. The remaining 27 parents 
did not turn up for the interview. Among 
the children below cut off score, 112 were 
subjected to parental interview. Socio-
demographic data and history were recor-
ded. A symptom check list evolved by 
Indian Council of Medical Research was 
employed for the elichation of symptoms 
observed by parents. For the assessment 
of intelligence, besides clinical evaluation, 
'Draw a Person' test was administered. A 
clinical diagnosis was made wherever ap-
propriate according to IGD-9. The results 
were analysed by Chi Square test and 
Students 't' test lor significance. 
Results 
In the present study, the sample po-
pulation of 755 children were rated by 
their class teachers using Rutter B Scale. 
60 per cent of the children were boys and 
40 per cent were girls. 93 per cent of the 
children were from the age group of 8 to 
10 years. 95 children above the cut off 
score (negative group) were subjected to 
detailed clinical evaluation along with 
parental interview. Age and sex distri-
bution of the "positive" and "negative" 
groups are given in table-1. 
After the detailed examination morbi-
dity was found in both the groups. The 
details are given in table-2. Among 
the 95 children from the positive group, 
49 were found to have morbidity. Of the 
112 children below cut off score 34 had 
TABLE 1—Age and Sex distribution of ch'ddnn subjected to detailed examination. (N=207) 
Age 
(years) 
8 
9 
10 
11 
12 
Positive group 
Male 
18 
23 
22 
5 
— 
Female 
3 
10 
10 
2 
2 
Negative 
Male 
11 
28 
11 
2 
2 
: group 
Female 
7 
30 
19 
1 
1 
Total 
Male female 
29 10 
51 40 
33 29 
7 3 
2 3 
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TABLE 2—Deviant score on Rutter B Scale and its relation to Psychiatric morbidity as assessed 
by parental interview—utility of rating scale. 
Morbid 
Male Female  Total 
Normal 
Male Female Total 
Positive group 
(above cut off score) 
(N •= 95) 
Negative group 
(below cut off score) 
(N = 112) 
39 
14 
10 
20 
49 
(51.6) 
34 
(iO-36) 
29 
40 
17 
38 
46 
(48.4) 
78 
(69.64) 
(Figures in brackets indicate percentages) 
morbidity while 78, did not have. After 
the detailed evaluation of 207 children, 
83 children were found to have one or 
other psychiatric problem- This offers 
a prevalence rate of 33.77 per cent. 
Among the children subjected to detailed 
evaluation, 43 .44 percent of the boys and 
35.29 per cent of the girls were morbid. 
More boys had problems when compared 
to the girls. It is also noted that by using 
Rutter B Scale the teachers rated 16.16 
percent of the children having problems. 
Table-3 presents the break up of diffe-
rent diagnostic categories in morbid chil-
dren according to ICD 9. It may be 
noted that the total number of diagnostic 
TABLE 3-~Diagnostic break up in positive {above cut off score) and negative {below cut off score) 
groups. 
ICD 
312.0 
312.1 
307.0 
307.4 
307.6 
307.7 
307.9 
314.0 
314 2 
313.1 
313.2 
313.3 
317.0 
318.0 
300.1 
Diagnostic category 
Unsocialised disturbance of conduct. 
Socialised disturbance of conduct. 
Stammering 
Disorder of sleep 
Enuresis 
Encopresis 
Other (Thumb sucking, nail biting etc.) 
Simple disturbance of activity and attention 
Hyperkinetic conduct disorder 
With misery and unhappiness 
With sensitivity, shyness, & unhappiness 
Relationship problems (sibling jealousy) 
Mild Mental Retardation 
Moderate Mental Retardation 
Hysterical fits 
Positive group 
(N - 49) 
Male Female 
18 
1 
1 
2 
12 
— 
1 
7 
3 
— 
— 
8 
2 
3 
— 
7 
— 
— 
— 
2 
1 
— 
— 
— 
— 
— 
— 
-~ 
1 
— 
Negative 
(N = 
Male 
5 
I 
1 
— 
7 
— 
1 
— 
•— 
1 
1 
1 
—. 
1 
2 
: group 
= 34) 
Female 
3 
— 
— 
— 
9 
— 
4 
— 
~~ 
— 
— 
— 
~" 
1 
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labels is more than the total number of 
morbid children. This is because some 
children received multiple diagnoses. It 
is interesting to note that 47 per cent of 
the morbid children from negative group 
(16 out of 34) had nocturnal enuresis. 
This problem could not have been noted 
in school setting. Mure conduct disorders 
were detected by the teachers while more 
than half the number of cases of enuresis 
and all the hysterical fits cases were identi-
fied after the parental interview. The 
prevalence rates for different disorders 
were as follows : Nocturnal enuresis 14.30 
per cent; Conduct disorder 11.13 per 
cent; Hyperkinetic syndrome 1.72 per 
cent; Mental retardation 2 .91 per cent. 
Certain psycho-social and demogra-
phic variables were compared for the mor-
bid and normal children. 83 morbid chil-
dren were compared with 124 normal chil-
dren. Table 4 offers the details regarding 
the socio-economic status of the morbid 
and normal children. Majority of the 
children belonged to Class I and Class IV. 
Morbidity was found to be more among 
the lower socio-economic group. 12 out 
of the 83 morbid children and 9 out of 124 
normal children had abnormal family 
atmosphere such as alcoholic father, paren-
tal disharmony, absent father, divorced 
families and mentally ill parents. "Help 
in Studies" by the family members is con-
TABLE 4—Socio-economic status—comparison 
of morbid and normal children 
Socio economic status 
Class I 
Class 11 
Class III 
Glass IV 
Class V 
Morbid 
(N=83) 
28(33-7) 
9(10.8) 
10(12.1) 
36(43.4) 
— 
Normal 
(N = 124) 
60(48.4) 
12 (9.7) 
14(11.3^ 
35(28.2) 
3 (2.4) 
X* = 7.9, p<0.05 
(Figures in brackets indicate percentages) 
sidered as an index of parental interest 
shown on the child. Table 5 gives the 
detail regarding the help received or not 
received by the children from either group. 
More of morbid children lacked parental 
involvement in their studies. No statisti-
cally significant relationship was found 
between the psychiatric morbidity and 
other variables such as family structure, 
birth order, and family atmosphere. 
TABLE 5—"Help in studies" and Psychiatric 
morbidity 
Morbid Normal 
'Help in studies' (N=83) (N=124) 
Yes 37(44.6) 75(60.5) 
No 46(55.4) 49(39.5) 
X' = 507, p<0.05 
(Figures in brackets indicate percentages) 
Discussion 
Studies in psychiatric epidemiology 
tend to vary in their methodology, diag-
nostic interview, classification of diseases 
and operational definition of cases. It 
also depends in part on the symptom tole-
rance of observers. The prevalence rate 
obtained in the present study is 33.77 
per cent. This is more than that reported 
by Verghese et al. (1973), Wig et al. 
(1981) and Jiloha and Srinivasamurthy 
(1981). This rate is almost near to that 
reported by Lai and Sethi (1977). It is 
no wonder that there is widely differing 
estimates of prevalence. The prevalence 
rate depends on the broadness of definition 
used and the wide range of symptoms seen 
as representative of psychiatric morbidity; 
broader the definition, higher the rates; 
narrower the definition, lower the rate. 
In the present study the varying atti-
tudes of the teachers were observed. Des-
pite the training offered to the teachers, 
the observations by them are likely to be PSYCHIATRIC MORBIDITY IN PRIMARY SCHOOL CHILDREN  239 
biased- There may be either over repor-
ting or under reporting. But in an epide-
miological study where a screening instru-
ment like the present one is being used, 
such methodological difficulties cannot be 
avoided. To overcome this a parental 
interview along with the teacher rating 
will be of use in such studies. In the pre-
sent study this fact has been taken into 
account. 
Though teachers rated 16.16 per cent 
of children having problems, after paren-
tal interview and clinical evaluation, 33.77 
per cent of children were found to have 
psychiatric morbidity. The wide diffe-
rence between the prevalence rate by 
teachers questionnaire rating alone and 
the prevalence rate after the parental 
interview can be explained by the fact 
that some disorders by their very nature 
occur only at home. For example it may 
be noted that in this study, 16 children 
with nocturnal enuresis were detected 
from the negative group i.e. the children 
considered non morbid by teachers. Rutter 
(1970) viewed that investigations based 
on interview have produced higher figures 
of psychiatric disturbances than those 
based on questionnaire alone and the 
studies using parental interviews offered 
higher rates than those using information 
from teachers- However it is evident that 
more number of conduct disorders have 
been detected by the teacher question-
naire. 
Teachers as useful informants in the 
study of psychiatric morbidity among the 
children is confirmed in the study (Table-
2). The children scoring above the cut 
off score were found to be having statisti-
cally significant psychiatric morbidity 
when compared to children below the 
cut off score, thus reflecting the utility of 
the teacher's questionnaire Rutter B scale 
in epidemiological surveys. 
The prevalence rates of different 
diagnostic categories have been found to 
be as follows : Conduct disorders 11 .13 
percent; Mental Retardation 2.91 per 
cent. The relationship between psychia-
tric morbidity and certain psycho-socio 
economic variables were analysed. 
Table 4 offers the socio-economic status of 
the morbid and the normal groups. There 
is significantly high morbidity rate in the 
lower socio-economic group. No signifi-
cant association was found between psy-
chiatric morbidity and variables such as 
type of family, family atmosphere and 
birth order The findings of the study do 
not agree with the view of Rutter et al. 
that the firstborn had a greater amount 
of morbidity (Rutter et al., 1970). "Help 
in studies" has been taken as an index of 
the interest shown by the family members 
in their child. It was observed that those 
children who did not receive any "Help 
in studies'' had significantly higher morbi-
dity than those who were offered the 
"Help in studies" (Table-5). This shows 
that lack of parental involvement in child's 
studies is associated with psychiatric mor-
bidity. When compared to normal group, 
the intelligence is significantly lower in the 
morbid children. (Table-6). 
TABLE §—Intelligence and psychiatric morbi-
dity 
Normal Morbid 
(N-I24) (N=83) 
Mean 120.76 109.86 
s.d. 10-96 8.79 
t =. 7.54, p<0.01 
The results of this study suggested 
that nearly one third of the children had a 
high risk of developing psychiatric morbi-
dity. However not all those identified 
would infact develop serious disorders and 
therefore it would be unwise to base an 
accurate quantitative estimation of services 
required on such figures. All such a 246  T. R. DEIVASIGAMANI 
screen does is to draw the attention to 
those children and schools which may need 
a greater attention. The vulnerability 
in children can decrease, remain static or 
increase : study of natural history of 
vulnerability will indicate the eventual 
outcome. 
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